We wished to determine whether clinically significant astigmatic decay occurs with sutureless self-sealing temporal corneal wounds. When determining surgi cally induced astigmatism it is important to consider vector analysis using trigonometric methods l -3 when there may be high pre-operative astigmatism, high swings in cylindrical power after surgery and swings in cylindrical axis after surgery. However, these methods are less important when there is little cylindrical alteration to be expected as the result of surgery. We decided to determine the incidence of induced with the rule (WTR) astigmatism in a cohort of 45 consecutive cases of phacoemulsification with foldable implants that had minimal pre-operative astigmatism and were followed for between 18 and 33 months, using simple subtraction techniques.
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MATERIALS AND METHODS
Forty-five consecutive eyes of 43 patients were entered into the study and underwent phacoemulsi fication with foldable lens implants through a temporal sutureless clear cornea wound. Two patients (two eyes) failed to attend the minimum period of 18 months follow-up. Of the remaining 43 eyes, 23 were right eyes and 20 were left eyes. The study commenced in September 1993. Criteria for entry included pre-operative keratometry of less than 1.3 D cylinder, the availability of a foldable lens of the correct power and the absence of intraopera tive complications. Patient ages ranged from 41 to 91 years (mean 71.9 years). Twelve patients were male and 29 patients were female.
We defined WTR astigmatism, which is against the temporal wound, as having a cylinder with a plus axis between the 60°-90°-120° meridia, and against the rule (ATR) astigmatism as having a plus axis between the 150°-180°-30° meridia. The four out come measures to be determined were: P. PERCIVAL AND N. BEARE between 1.5 and 2.0 mm. After achieving this distance the tip of the keratome was dipped through Descemet's membrane into the anterior chamber and advanced to its full width. The length of the corneal tunnel was aimed at 1.75 mm. We found that a length greater than 2.1 mm caused corneal folds during intraocular surgery impairing visibility. Nine teen eyes received an AMO silicone lens style SI 30NB through an unenlarged incision, 11 eyes received an AMO multifocal silicone lens style SSM 26NB through an incision enlarged to 3.7 mm and 13 eyes received an Alcon hydrogel lens style 2000SM through an incision enlarged to 3.8 mm.
Enlargement was made using a diamond spring caliper which enabled an exact width to be cut in the same plane as the original keratome incision.
RESULTS
Twenty-five eyes were followed for between 24 and 33 months (mean 28 months). Eighteen eyes were followed for between 18 and 23 months (mean 20 months). Fig. 2 shows the post-operative change in astigmatism by keratometry. One patient (1 eye) was too ill to attend for keratome try and the 3 eyes with oblique astigmatism were excluded from this analysis but had insignificant surgically induced WTR astigmatism. Of the remaining 39 eyes, 30 had two keratometric readings recorded at different time intervals on the scattergram and 9 eyes had a single recording. Fig. 3 shows the post-operative change in astigmatism by spectacle refraction. Thirty-six of the 43 eyes had two recordings entered on this scattergram at different time intervals and 7 eyes had a single recording entered. It will be seen from Figs. 2 and 3 that there was no significant difference in outcome measures (i)-(iii) either in terms of longevity of follow-up or between the groups with enlarged or unenlarged incisions, and therefore final results are taken from the cohort of 43 eyes as a whole. Pre-operative keratometry showed that 24 eyes had astigmatism WTR, 14 eyes had astigmatism ATR, 2 eyes had no astigmatism and 3 eyes had oblique astigmatism between 40° and 50°. The maximum pre-operative keratometric cylinder was 1.3 D and 34 (79%) eyes had pre-operative kerato metric cylinder of less than 1.0 D.
Surgically Induced Keratometric Astigmatism
There was no significant change in cylindrical axis. The mean induced WTR astigmatism was 0.12 D. The range (Table I) 
Spectacle Refraction
No cylindrical axis was found to have altered by more than 10° between 1 month after surgery and final follow-up. The mean change between 1 month after surgery and final follow-up was 0.05 D ATR. The range (Table I) 
Visual Acuity
At final follow-up the unaided acuity (Table II) 
DISCUSSION
Advantages of a clear cornea temporal incision include a faster approach to phacoemulsification with no cautery, less deformation of the globe during surgery, easier intraocular manipulation and visi bility, absence of hyphaema even if a patient is anticoagulated, absence of problems from a heavy brow or tight lids, and suitability in the presence of a coexisting filtering bleb. The benefits of self-sealing clear cornea tunnels were first suggested by Fine in 1992. 4 A further advantage is that the horizontal corneal diameter is wider than the vertical diameter so that a temporal tunnel is at the most distant point from the centre of the cornea. In addition there is less likelihood of astigmatic decay from lid pressure or blinking.
Other authors have shown that most sutureless temporal wounds of between 3.0 and 4.0 mm are associated with small degrees of WTR induced astigmatism by 6 months to 1 year of follow-up. 5 -8 The implication is that a sutureless temporal wound should not be used to treat even minor degrees of pre-existing ATR astigmatism unless the wound construction is modified.
Steinert and Deacon 9 demonstrated that manip ulation of the phacoemulsification probe and the introduction of a foldable implant through a tight fit can lead to stretching of the wound by up to 0.4 mm.
We believe that our unenlarged wounds were also stretched, probably to at least 3.5 mm. However, those wounds enlarged to 3.8 mm allowed an easy passage of the folded implant and were unlikely to have suffered stretching. We consider, therefore, that with proper wound construction a width of 3.5-3.8 mm can remain astigmatically neutral. 
